Localised conjunctival amyloidosis may arise spontaneously as a painless swelling in the forni � , or secondary to chronic infection, for example III trachoma. The primary tumour enlarges slowly and spreads to involve the bulbar and palpebral con junctiva. The condition is most often unilateral but in long-standing cases can involve both eyes; it is not usually associated with systemic disease but multiple myeloma should be excluded?-5
We report the clinical and histopathological features seen in three patients with symptomatic, primary localised non-familial amyloidosis confined to the conjunctiva.
CASE REPORTS Case 1
A 55-year-old man presented to the Emergency Department with a 3 week history of an irritable, sticky right eye. Examination showed infiltration of the inferior fornix with subconjunctival yellow deposits and a small friable discharging lesion at the lateral canthus (Fig. 1a ). There were no other conjunctival lesions and ocular examination was otherwise normal. The left eye was unaffected. ( Fig. 1 b) . A trial of topical antibiotics (tetracycline and neomycin) did not alleviate the soreness or alter the clinical appearance. By 1992 large yellow deposits were visible beneath the conjunctiva of both lower fornices and the right caruncle was heavily infiltrated (Fig. 1c) . the substantia propria. Immunohistochemically the amyloid showed staining for amyloid-P protein.
The patient remains in good health and is currently asymptomatic; she is no longer using topical treat ment for her disease.
Case 3
A 72-year-old man presented in May 1982 with a 6 month history of a painless mass in the right lower lid which was gradually increasing in size. Examina tion revealed a nodular growth involving the medial tarsal conjunctiva of both upper and lower lids and yellow, waxy deposits in the lower forniceal con junctiva (Fig. 1d) . Ocular examination was otherwise normal with no evidence of infection or inflamma tion. The left eye was normal. Systemic investigations (including FBC, ESR, LFTs, serum and urinary protein immunoelectro phoresis and chest radiograph) were normal and cultures for herpes simplex virus and acid-fast bacilli were negative. A conjunctival biopsy showed nodu lar amyloidosis. Over the next 2 years the lesions continued to increase in size and involved the left eye; when the patient was reviewed in February 1991 (9 years after initial presentation) there was exten sive involvement of all four lids (Fig. 1e, f) . The tarsal and forniceal conjunctiva were infiltrated with large, friable yellow deposits with multiple small haemor rhages causing marked bilateral medial ectropion.
The patient now complained of discomfort, bilateral epiphora and bloodstained discharge. There was no involvement of the skin of the lids or other orbital structures. Intraocular examination and serum and urinary electrophoresis were normal. A CT scan of the orbits and visual pathways showed the disease to be confined to the conjunctiva.
Biopsies of right and left inferior forniceal conjunctiva were examined histologically using H&E and Congo red stains (Fig. 2a-c) . The biopsies showed large amorphous nodular deposits of amy loid within the substantia propria which demon 8 described a debulking procedure in advanced cases whereby the subconjunctival deposits of amyloid were scraped down to bare tarsus or sclera and a soft bandage contact lens was used to prevent apposition of raw surfaces and symblepharon forma tion. Recurrence of amyloid deposits did occur after 6-12 months. 8
